Investigations for # thalassaemia trait should preferably be carried out before pregnancy but for those already pregnant investigation should be carried out, irrespective of whether the patient seems to be iron deficient. It is advisable that partners ofwomen with thalassaemia trait have haemoglobin electrophoresis, whatever their red cell indices, as double heterozygosity for either haemoglobin S or haemoglobin E and # thalassaemia may produce severe disease.
Since the prenatal diagnosis off thalassaemia was first achieved in 1975 rapid technical advances have taken place: in many cases prenatal diagnosis can now be accomplished by the end of the first trimester of pregnancy. Such prenatal diagnosis depends on identification of at risk pregnancies. In highly motivated, tightly knit communities with a high incidence of, thalassaemia trait identification of high risk couples may be achieved around the time of marriage, but in other communities diagnosis often depends on rapid identification of at risk pregnancies after presentation to an antenatal clinic. Paddington and North Kensington district is an inner city, socially deprived, multiethnic community with a high incidence of haemoglobinopathies and thalassaemia trait. A comprehensive screening programme for-the identification of pregnancies at risk of thalassaemia major was introduced into all district antenatal clinics during 1983, at the same time as a programme to detect clinically important haemoglobinopathies. The results of screening for pregnancies at risk of thalassaemia major are reported here, the first three years of the programme having been assessed.
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Patients and methods All women presenting to the antenatal clinic had a blood sample taken on first attendance for a full blood count and blood film. The full blood count was performed on a Coulter Counter model S, standardised with Coulter Electronics Quality Control material 4C. The packed cell volume (PCV) and therefore the mean corpuscular volume (MCV) were "corrected" for 3% plasma trapping so that PCV results would be on average 3% lower than a microhaematocrit reading. (This practice has been generally followed in British haematology laboratories since about that all tests necessary for the optimal management of the patient are performed. Secondly, the physiological fall of haemoglobin concentration consequent on the haemodilution of pregnancy makes it less likely that / thalassaemia trait will be suspected on the basis of pronounced microcytosis with little reduction of the haemoglobin concentration. (The physiological rise of MCV during pregnancy seems, from this study, to be of lesser importance). Thirdly, the high incidence of iron deficiency in pregnancy, particularly in socially deprived or vegetarian women, complicates diagnosis; the red cell indices are less informative and iron deficiency may also cause 484 Bain sufficient lowering of the haemoglobin A2 concentration that diagnosis based on this variable becomes less reliable. 9 The basis of the screening programme was the identification of microcytic subjects, but the primary purpose of this study was to assess the efficiency of the programme rather than to investigate the causes of microcytosis during pregnancy. Of the microcytic women investigated, 21.8% were found to have either an abnormal haemoglobin or ,B thalassaemia trait. The abnormal haemoglobins most commonly observed were S, C, and E, all of which are known to be associated with microcytosis.'" The cause of microcytosis in the other 78% was not systematically investigated, management being left to the individual obstetricians. We are aware, however, of the high prevalence of iron deficiency among pregnant women in our district, particularly but not solely among women from the Indian subcontinent. Among black subjects a thalassaemia trait also contributes to the occurrence of microcytosis; its prevalence can be 30% or higher in those of West Indian origin. '2 The data presented here relate to the first three years of the screening programme. Although the criteria for investigation were changed at the end of the first year, it seems preferable, for a number of reasons, to include all the data. Firstly, the extension of screening to all those groups did not disclose ,B thalassaemia trait in any unexpected ethnic groups, although it decreased the likelihood that any case would be inadvertently missed. Secondly, although a provisional diagnosis of iron deficiency led to late diagnosis in some patients during the first year, no cases are known too have been missed for this reason. Thirdly, the results from the entire three years as presented here permit a realistic assessment of the practical problems which will be met by hospitals attempting to introduce a comprehensive screening programme.
The MCV was found to be suitable for the detection of pregnant women requiring investigation for P The return from investigating caucasians of northern European origin is low, although problems exist in their identification. For example, one of our patients now included in the Mediterranean group was found to have an Italian father only after the laboratory had made the diagnosis of 3 thalassaemia trait. All other ethnic groups should be investigated. Subjects we have categorised as oriental are at risk of a thalassaemia trait and of producing a fetus with haemoglobin Barts hydrops fetalis, but those who are microcytic also have a high incidence of, thalassaemia trait. The incidence is also appreciable in microcytic women from the Indian subcontinent, in black women, and in the extremely heterogenous group we have classified as "other". In a multiethnic community it may be most practicable to investigate all women with an MCV or MCH below a defined level, irrespective of apparent ethnic origin.
It is preferable that investigations for P thalassaemia trait be carried out before pregnancy but this is usually only possible in ethnic groups with a high prevalence of P thalassaemia trait. When patients who are already pregnant are being screened investigations must be carried out irrespective ofwhether the patient seems to be iron deficient. Because of the fall of haemoglobin A2 concentration, which occurs with iron deficiency, some cases of /3 thalassaemia trait may be missed, but time does not permit the prior correction of the deficiency state which is the preferred course in nonpregnant patients.
It is advisable that partners of women with /3 thalassaemia trait have haemoglobin electrophoresis regardless of their red cell indices, as double heterozygosity for either haemoglobin S or haemoglobin E and P thalassaemia trait may produce severe disease. 
